Background Following the division of adhesions, ovarian cystectomys, and/or the excision or coagulation of endometriosis, pelvic pain may continue because of re-formation of adhesions between the posterior surface of the ovary and the ovarian fossa. Various methods of adhesion prevention, such as the use of Interceed, Intergel or heparinized saline etc., have proved unsuccessful. Temporary ovarian suspension is a simple technique of suspending the ovary, for 5-7days, by attachment to the anterior abdominal wall. This allows separation of the raw area on the ovary and the ovarian fossa until surface epithelialization has occurred. When the suture is removed, the ovary falls back to its anatomical position. Objective To describe and discuss this simple technique of suspending the ovaries. Intervention The anterior abdominal wall is transilluminated with the laporoscope to demonstrate any major blood vessels, especially the inferior epigastric vessels. The junction of the lateral one-quarter and the medial three-quarters, approximately 1 inch above the inguinal ligament is the site on the anterior abdominal wall used for ovarian suspension. Non-absorbable number 0 Prolene on a straight needle is used for suturing. The needle is pushed into the abdominal cavity at the abovementioned site; it picks up the ovary and comes out of the abdominal wall at the same site. The thread is tied on the anterior abdominal wall, with appropriate adjustment of the tension. The stitch is covered with a transparent dressing which is left in position until the day of removal of the stitch. 
INTRODUCTION
Following division of pelvic adhesions, ovarian cystectomy, and excision and coagulation of endometriosis, infertility, chronic pelvic pain or dyspareunia may continue because of re-formation of adhesions between the posterior surface of the ovary and the ovarian fossa.
I describe here an innovative surgical technique for temporarily separating the raw surfaces on the ovary and the ovarian fossa following the above procedures, during the healing phase (5-7 days) until surface epithelialization has occurred. This should help to prevent formation of adhesions between the ovary and ovarian fossa. The technique is termed 'temporary ovarian suspension'.
In 1968, with similar aims in mind, Palmer described a technique of temporary ovarian suspension where he attached the upper pole of the ovary to the lateral pelvic wall using, single no.1 plain catgut. 1 This technique for temporarily suspending the ovary did not become popular, and it was later abandoned as, at second-look, ovaries were found to be firmly adherent to the site of fixation.
MATERIALS AND METHODS

Description of technique
A point at the junction of the lateral one-quarter and medial three-quarters of a line 2.5 cm (1 inch) above the inguinal ligament is identified as the point for ovarian suspension. The anterior abdominal wall is transilluminated with the laparoscope at this point, to demonstrate any major blood vessels. Normally, the inferior epigastric vessels will lie medially by this point. A non-absorbable suture on a strong straight needle is used; I use no. 0 Prolene. The needle is passed percutaneously into the abdominal cavity at the point of transillumination, perpendicular to the skin. The entry into the peritoneal cavity is observed on the monitor. Using a laparoscopic needleholder the suture is passed through the ovary once. Care is taken to keep away from the ovarian pemperiform plexus. The needle is passed back out of the abdomen, adjacent to the entry point. The tension of the suture is adjusted, while the ovary is observed on the monitor to avoid torsion, and the suture is tied on the anterior abdominal wall (see Fig. 1 ).
The stitch is covered with a transparent dressing, which is left in position until the day of removal of the stitch in the outpatient clinic.
The procedure is repeated on the other side if necessary.
Patients
Between June 2000 and June 2001, 35 patients underwent temporary ovarian suspension at Dewsbury and District General Hospital. The technique was undertaken as an adjunctive procedure to various gynaecological operations mentioned in Table 1 .
RESULTS
As this technique was applied as an adjunct to other operations, it is difficult to separate the outcome for temporary ovarian suspension from that for the whole procedure. During the period of study, two patients had tubal surgery with temporary ovarian suspension; both have achieved pregnancy. We did not encounter any complication related to this procedure. All patients were discharged home after an overnight stay, except for two who remained in hospital for 2 days.
DISCUSSION
The ovaries lie in a shallow peritoneal fossa on the lateral pelvic wall. Adhesion of the ovary to this fossa is not uncommon. This occurs as a consequence of pelvic inflammatory disease, endometriosis, or post-surgical trauma to the peritoneum of the fossa or the surface of the ovary, for example, following ovarian cystectomy, 2-4 excision of endometriosis, 5,6 adhesiolysis 7 or total abdominal hysterectomy. 8 In some cases the specific underlying cause of adhesion is unclear. Whatever the cause, the clinical consequences of adhesion formation may be chronic pelvic pain, infertility and dyspareunia. Adhesions were identified as the primary cause of chronic pelvic pain in 13-26% of females. [9] [10] [11] [12] They are a major cause of infertility in females: 13 40% of female infertility is related to adhesions. [14] [15] [16] Pain during coitus is frequently reduced after lysis of pelvic adhesions. 17 Whether or not ovarian adhesions affect ovarian function is still uncertain. It is well recognised that division of adhesions is usually followed by re-formation of adhesions between the ovary and ovarian fossa. This is because the ovary rests on the surface of the fossa and the raw surfaces are in close proximity. Moreover the ovary, unlike the peritoneum, is covered by a simple mesothelial layer, with no underlying support structure. The ovary is the most common site for re-formation of adhesions after reconstructive surgery of the pelvis, 18, 19 and it occurs in 90% of cases after ovarian surgery by laparotomy. 20 The general wound-healing response to tissue trauma is formation of collagenous connective tissue bridging adjacent damaged tissue or organs. 21, 22 Temporary ovarian suspension is an attempt to keep the adjacent damaged organ ovary and ovarian fossa separate during the phase of epithelialization. Various methods of adhesion prevention, such as the use of microsurgical techniques, gentle handling of tissues, meticulous haemostasis, removal of blood clots, 23 prevention of tissue drying with constant tissue irrigation, removal of foreign material and covering the raw peritoneal area with tissue grafts, have been used. In addition, numerous adjuvants have been used to reduce postoperative adhesions. These include anticoagulants, 24 fibrinolytic agents, 25 high molecular weight Dextran, 26 hydrocortisone, 27 calcium-channel blockers, 28 progesterone, 29 amniotic membrane grafts, 30 polytetrafluoroethylene surgical membrane, 31 Interceed (TC7) 6 and Intergel (FeHA). 32, 33 Varying degrees of success have been reported with the use of these adjuvants. As the ovaries rest on the ovarian fossa, the adjuvants are not always successful in preventing ovarian adhesion.
Temporary ovarian suspension is a simple surgical technique of keeping the ovary apart from the ovarian fossa during the early healing phase. Normal anatomical relations should be restored once the stitches are removed on day 5 -7. We select day 5 -7 for removal of stitches as adhesions frequently develop during the first 3-5 days, following surgery, the crucial phase of peritoneal repair. 34, 35 For ethical reasons, we have not been able to carry out repeat laparoscopy in these patients and thus are unable to report on outcomes. However, none of the patients have required repeat laparoscopy for pain. Two of our patients who underwent temporary ovarian suspension with tubal surgery have both achieved pregnancy. I feel that temporary ovarian suspension should be considered when ovarian adhesion is a possibility especially in cases where antiadhesive adjuvants are not used. However I accept that further study is needed to confirm its efficacy.
Conclusions
Temporary ovarian suspension is safe, simple and likely to be an effective technique in preventing postoperative adhesions between the ovaries and the ovarian fossa. It is a useful adjunctive treatment to various gynaecological operations, where ovarian adhesion to the ovarian fossa is likely.
